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Necrotising fasciitis (NF) is an infection of soft tissues that rarely
affects the breast. It is associated with a high risk of mortality if
diagnosed late.
We present a case of primary necrotising fasciitis of the left breast
in a 30-year-old woman with no co-morbidities.
The patient initially presented septic with cellulitis and necrotic
patches overlying her left breast as well as disproportionate pain.
An early diagnosis of NF was made, aided by the LRINEC score
(laboratory risk indicator for necrotizing fasciitis).
The combination of this early diagnosis as well as prompt treat-
ment utilising a multidisciplinary approach resulted in the survival
of the patient, a less radical surgical debridement and improved
cosmesis with the conservation of the nippleeareola complex and
the majority of the underlying breast parenchyma.
© 2015 The Authors. Published by Elsevier Ltd on behalf of British
Association of Plastic, Reconstructive and Aesthetic Surgeons. This
is an open access article under the CC BY-NC-ND license (http://
creativecommons.org/licenses/by-nc-nd/4.0/).Introduction
Necrotising fasciitis (NF) is a rare infection of soft tissues associated with signiﬁcant mortality if
intervention is delayed.1e3 It affects mainly the abdominal wall, perineum and extremities, though
uncommonly it can occur anywhere on the body and rarely affects the breast.1g).
er Ltd on behalf of British Association of Plastic, Reconstructive and Aesthetic
BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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co-morbidities.
Case report
A 30-year-old woman presented to Accident and Emergency (A&E) with a severely painful, swollen
and inﬂamed left breast. The patient noticed a small scratch like mark in the lower inner quadrant of
the left breast 4 days prior to admission. Two days prior to admission the patient developed a dull pain
her left axilla that rapidly worsened. In the 24 hours prior to admission, the patient suffered from
severe pain, swelling and inﬂammation of the left breast, marked cellulitis of the left breast as well as
developing purple and black patches. An ulcer also appeared superio-medially to the left nipple that
discharged clear blood stained ﬂuid. (Figure 1). The patient also complained of nausea and vomiting,
fevers, headaches, loss of appetite and lower back pain.
The patient was otherwise ﬁt and well with no signiﬁcant past medical history and no previous
breast surgery. She smoked 10 cigarettes a day since the age of 25 and drinks minimal amounts of
alcohol. The patient was allergic to penicillin andwas on routine gluteal depot contraceptive injections.
The patient had a negative pregnancy test, was not breast-feeding and described no recent trauma to
her breast.
Swabs for microbiology were taken from the discharging ulcer. Her initial bloods showed a high
white cell count (WCC) of 23.0  109/L with a concurrent neutrophillia of 21.7  109/L. Her C reactive
protein (CRP) was elevated at 167.3 mg/L as was her creatinine at 84 mmol/L. Her lactate was 7.8 mmol/
L. HIV serology was negative. The patients LRINEC (laboratory risk indicator for necrotizing fasciitis)
score was 8 points.
Due to the disproportionately severe pain, systemic symptoms and overlying colour changes of the
skin, as well as a high LRINEC score, primary necrotising fasciitis of the breast was diagnosed and an
urgent referral was made to the Breast Surgeons.
In light of her penicillin allergy and on discussion with the Microbiologists, the patient was
immediately commenced on IV Gentamicin, IV Clindamycin, IV Teicoplanin and IV Metronidazole. The
patient was taken to the operating theatres for an emergency operation within 6 hours of initial
presentation to A&E.
Peri-operatively, there was a rising lactate level. Additionally, the patient was tachycardic, hypo-
tensive and pyrexic, requiring both ﬂuid bolus challenges and inotropic support.
Debridement of the overlying inﬂamed necrotic skin was initially performed which removed the
majority of the skin cover for the left breast, leaving the nipple and areola in situ. The remaining
portion of breast showed healthy vascularised breast tissue and was thus was conserved (Figure 2).Figure 1. Frontal view of affected left breast with ulcer superior-medially to left nipple. (15 cm ruler for scale).
Figure 2. Posterior view of excised skin cover of affected left breast (left picture) and frontal view of remaining left breast post
excision (right picture).
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hours after initial debridement a re-look was performed and a small re-excision was done on the
medial aspect of the nippleeareolar complex.
Three separate wound swabs on admission showed an invasive Group A streptococcus and
staphylococcus aureus sensitive to clindamycin. Intraoperative histology specimens displayed necrosis
and inﬂammation of the skin and breast parenchyma, innumerable bacterial organisms within the
necrotic zones and inﬁltrates of polymorphic neutrophils consistent with the diagnosis of necrotising
fasciitis. There was no histological evidence of neoplasia (Figure 3).
The patient returned to the ward after the re-excision and was converted to IV clindamycin single
antibiotic regime. Her blood tests on day 3 post admission showed improvement with a WCC of
8.49  109/L, Neutrophils of 6.91  109/L and Creatinine of 47 mmol/L.
The patient was transferred to the care of the Plastic Surgeons and a split skin graft repair was
performed on day 7 post initial excision to cover the exposed breast wound (Figure 4).Figure 3. Histology showing an area of acute necrotising inﬂammation lying around some scattered atrophic breast ducts with
adjacent involved fat (Haematoxylin and eosin stain (H&E), 20 magniﬁcation, left picture) and high power slide showing inﬁl-
trating neutrophil polymorphs within ﬁbrocollagenous breast tissue with bacterial colonies visible as small grey spots (H&E, 400
magniﬁcation, right picture).
Figure 4. Antero-lateral, anterior and medial (from left to right) view of left breast post debridement and skin graft.
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Necrotising fasciitis of the breast is a rare phenomenon, especially in young ﬁt women. A literature
search utilising the terms “necrotising” “fasciitis” “breast” found only 9 references to primary
necrotising fasciitis of the breast, which were all case reports.4e12
While we cannot determine for certainwhy our patient developed necrotising fasciitis of the breast,
there is evidence which demonstrate that small trivial wounds, traumas or scratches can cause
necrotising fasciitis13; our case supports this claim as the patient described noticing a small linear
scratch at the lower inner quadrant of the left breast 2 days prior to the onset of pain and systemic
symptoms. However whether this scratch was incidental or causative, we cannot say for certain.
When necrotising fasciitis of the breast was ﬁrst described in 1999 in a 50-year-old diabetic
woman,10 a 6-point management plan was recommended10,14:
1. Patients with disproportionate pain and atypical cellulitis are to have an early surgical referral.
2. Early intervention with antibiotics, analgesia, ﬂuid resuscitation and ITU involvement is advised.
3. Exploratory diagnostic incision (with pus sent for culture and gram stain) of the incision site to
inspect fascia should be made early.
4. Radical debridement should be performed for all involved tissues in a “pseudotumour” manner.
5. An inspection of the wound for adequacy of initial excision under anaesthesia should be made 24
hours post op.
6. Closure of skin should be attempted after devitalised tissues have been fully excised with early
involvement of plastic surgeons for reconstructive options.
As described above, themanagement of our patient broadly followed the 6 point recommendations.
This, we believe greatly aided a good outcome.
Laboratory risk indicator for necrotizing fasciitis (LRINEC) is a tool based on a set of laboratory
values and used as an adjuvant in diagnosing necrotising fasciitis, where a score of 6 or more helps
differentiate necrotising fasciits from other severe soft tissue infections. The high LRINEC score for our
patient (8 on initial presentation) was a key factor in conﬁrming the clinical suspicion for necrotising
fasciitis and assisted in the early recognition of the disease.15
Due to the short time interval between the initial onset of symptoms to diagnosis and intervention,
removal of the overlying skin cover of the breast with only a 1 cmmargin of adipose tissue underneath
was enough to expose healthy vascularised breast tissue. As the blood supply to the nippleeareola
complex (internal thoracic, lateral thoracic, and posterior intercostal arteries) travels through the
breast parenchyma, the ability to minimise the extent of the resection reduced the risk of damage to
these vessels.16 Crucially in terms of cosmesis, this meant the avoidance of a mastectomy or removal of
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mastectomy5e10 or radical debridement.4,11,12
Furthermore, the utilisation of a multidisciplinary approach, involving breast surgeons, intensivists,
microbiologists and plastic surgeons at an early stage, allowed for a better outcome by providing a clear
plan for antibiotic regime, post-operative care and reconstructive options. This is further supported by
a previous case report of necrotising fasciitis describing the use of multidisciplinary care as having
optimised patient outcome.7
Despite its rarity, this case demonstrated that necrotising fasciitis can affect young healthy in-
dividuals in atypical sites such as the breast and a combination of early diagnosis, aided by the LRINEC
score, and prompt treatment utilising the 6-point necrotising fasciitis management plan resulted in the
survival of the patient and the conservation of both the majority of the breast parenchyma and the
nippleeareola complex.
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